Case of post-parturient 
). Taste and smell were also impaired on both sides. Hearing was not affected. Since then, the patient has complained of much straining and frequency in micturition, the frequency amounting often to two or three times in the hour. The symptoms have been most marked at night. The bladder has been chronically distended and the patient has been passing the overflow. He has had the catheter passed once or twice a week. The urine has remained clear, and the patient's general health has been good. The herniae have been greatly aggravated by the straining. As the urinary symptoms have become progressively worse, prostatectomy was advised.
While the patient was under the anaesthetic a firm, rounded swelling could be felt extending upwards above the pubis halfway to the umbilicus. On bi-manual examination, with a finger ln the rectum, the hypogastric swelling was found to be an extension upwards of the rounded mass felt in the prostatic region.
Nothing abnormal was to be felt on palpating the rest of the abdomen.
On opening the bladder by the supra-pubic incision, a very unusual state of affairs was met with. The bladder itself reached almost up to the umbilicus, and its posterior wall was protruded forward by the mass already referred to, to such an extent that the mucous membrane was almost flush with the abdominal wound.
On passing the finger in front of the mass down to the internal meatus, it was found that there was no projection whatever of the prostate itself into the bladder in the region of the meatus, that is to say, the prostate did not project into the bladder within the sphincteric ring. With one finger in the bladder and another in the rectum, the relations and connections of the tumour were carefully investigated with the view of ascertaining whether it was advisable to make an attempt to remove the growth. The mass, which was about the size of a foetal head, and evidently occupying the rectovesical space below the peritoneal reflection, was well defined and smooth in outline.
The mucous membrane of the posterior wall of the bladder moved freely over it. It was found, therefore, that one had to do with a large encapsulated tumour situated between the base of the bladder and the rectum, and that if sufficient access could be got it might be possible to remove it. Accordingly a longitudinal incision was made through the trigone of the bladder down to the tumour. On introducing a finger through the opening it was found that the posterior bladder wall could be stripped off the growth. The incisions in the anterior and posterior walls of the bladder were now enlarged so as to admit all four fingers, and by standing first on one side of the patient, and then on the other, one wras able eventually to sweep the fingers round the whole circumference of the tumour. By digging the finger nails into the growth it could ultimately be made to rotate, thus proving that it had been completely separated from the surrounding tissues throughout its entire surface. The separation was found to be most difficult towards the neck of the bladder. Considerable difficulty was experienced in delivering the tumour out of the bladder, the difficulty being caused by the projection of the promontory of the sacrum.
E
On examining the wound in the posterior wall of the bladder it was found that the pelvic colon had prolapsed into the cavity of that viscus, a large opening having been made in the peritoneum forming the anterior wall of the recto-vesical pouch. Moreover, through the opening in the trigone of the bladder, the vesicular seminales and vasa deferentia were seen to be lying exposed in the floor of the wound, the right vas being loose for the last two inches of its extent and torn across in the prostatic region. The loose portion was ligatured and removed. The opening in the posterior wall and fundus of the bladder, as well as that into the recto-vesical pouch, was carefully closed with catgut sutures.
As the peritoneal cavity had been freely opened into, the necessity of free drainage of the bladder became imperative. To ensure this, the membranous urethra was opened from the perineum, after which a pair of forceps was introduced through the opening into the bladder so as to seize and pull through a drainage tube the size of the index finger. The anterior wall of the bladder was then sutured around the tube, one end of which projected through the supra-pubic wound, and the other through the perineal wound. The suprapubic wound was then closed around the drainage tube. The patient stood the operation well, and the subsequent shock was trifling.
The present condition of the patient (four weeks after the operation) is very satisfactory. The supra-pubic wound has completely closed, and only a small proportion of the urine comes through the perineal wound.
On slicing through the tumour the cut surface has a fibromatous appearance. The growth is found to 
